To explore how community nurses experience the collaboration with general practitioners and specialist palliative home care team nurses in palliative home care and the perceived factors influencing this collaboration.
| BACKG ROU N D
In recent years, the focus of care in Europe and North America has shifted from predominantly hospital-based to home-based care, with emphasis on a patient-centred and team-driven approach.
These shifts require interprofessional collaboration and specific collaborative skills from the professionals involved (Chen et al., 2006) .
As the elderly population increases, so does the prevalence of multimorbidity; therefore, the demand for home health care increases and becomes more complex. This increasing healthcare demand and more intensive and individualised patient treatments mean that the role of the CN has evolved, including as a collaborator (for example, case management which requires collaborative skills) (Bodenheimer & Bauer, 2016; Dickson, Gough, & Bain, 2011; Niezen & Mathijssen, 2014) .
In palliative home care, the GP and the CN are the key formal care providers (Beernaert et al., 2015; Block et al., 2008; Michiels et al., 2007; Offen, 2015) . Community nurses play a central role in primary palliative home care and thus deliver physical, psychosocial, emotional, informational and organisational care (Offen, 2015) . Due to its specificity and complexity, palliative care requires a team-based approach (Sepúlveda, Marlin, Yoshida, & Ullrich, 2002; Organization, 2002 Organization, , 2002 ; therefore, CNs and GPs often collaborate with specialist palliative care nurses from the PHCTs to adequately respond to the patient's symptoms and needs (Beernaert et al., 2015; Dahlhaus, Vanneman, Siebenhofer, Brosche, & Guethlin, 2013; Pype et al., 2013; Organization, 2010) . Within Europe, PHCTs-similar to the ones in our study-are available in 37 out of 46 countries and the number of PHCTs are expanding (Centeno-Cortes et al., 2013) . Palliative home care teams are multiprofessional teams, providing specialised support and advice on today and affect the interprofessional communication. Interprofessional education interventions can contribute to improved interprofessional collaboration.
Relevance to clinical practice: The study findings uncovered critical knowledge gaps in interprofessional collaboration in palliative home care. Insights are relevant for and related to professional well-being and workplace learning. What does this paper contribute to the wider global clinical community?
• Community nurses showed to be highly adaptable within the fluid team. Noteworthy however, communication dynamics described in the doctor-nurse game 50 years ago-when doctors were regarded as being superior to nurses and nurses' recommendations had to appear to be initiated by the physician-are still present today.
• In addition to relying on specialist palliative home care team nurses for their expertise, they were relied upon as coalition partners against general practitioners when disagreements arose. all aspects of palliative care (symptom control, psychological and spiritual support) to patients and their families, as well as to GPs and other healthcare providers (such as CNs). Their mode of action depends on the local model of care delivery and the level of involvement of the primary caregivers (Centeno et al., 2016; Centeno-Cortes et al., 2013) . Xyrichis & Ream, 2008 defined teamwork as "a dynamic process involving two or more health professionals with complementary backgrounds and skills, sharing common goals and exercising concerted physical and mental effort in assessing, planning or evaluating patient care. This is accomplished through interdependent collaboration, open communication and shared decision-making."
| Palliative home care in Belgium
Primary palliative home care is provided by CNs and GPs. Belgian CNs either work alone or in group practices, which can either be monodisciplinary or multidisciplinary following the recent integration of home nursing into multidisciplinary primary care practices.
The organisation of home nursing is twofold; CNs can either be selfemployed or work as employees. Community nurses are mainly employed by private not-for-profit organisations with a specific focus on home nursing. A physician's prescription is required for the reimbursement of nursing interventions (Sermeus, Paquay, et al., 2010. General practitioners and CNs often appeal to the support and advice of specialist palliative care nurses, being members of specialised PHCT. Regional palliative care networks were created in the late 1990s, with 15 located in Flanders (the Dutch-speaking part of Belgium). Palliative home care teams, providing specialised palliative care, are organised within the regional palliative care networks and consist of palliative care physicians, psychologists and specialist PHCT nurses. Most PHCT home visits are performed by the PHCT nurses with consent of the GP. The palliative care physicians and psychologists advise and support the PHCT nurses during weekly team meetings where patient cases are discussed (Keirse et al., 2009) .
Although the GP, the CN and the PHCT nurse may each individually be part of a fixed team, a new temporary team-also defined as an ad hoc team (Roberts et al., 2014) -is often composed for every new palliative patient. These team composition changes may challenge professionals to work effectively together and provide high-quality care. Existing research described the views and experiences of GPs and CNs regarding their role in palliative care (Beernaert et al., 2015; Burt et al., 2008; Dahlhaus et al., 2013; Groot, Vernooij-Dassen, Crul, & Grol, 2005; Mitchell, Loew, Millington-Sanders, & Dale, 2016; Offen, 2015; Walshe & Luker, 2010) , the GPs' perceptions and preferences regarding their collaboration with PHCTs (Pype et al., 2013) and the evaluation of PHCTs by GPs and CNs (Goldschmidt et al., 2005) . Although the ultimate goal of interprofessional collaboration is providing high-quality care, this paper focuses on the experiences of collaboration. To the author's knowledge, no studies have reported on the experiences of CNs with regard to interprofessional collaboration within the triad of collaborating healthcare providers (CN-GP-PHCT nurse). Gaining insight into these experiences and understanding the dynamics between the collaborating ad hoc team members may help to direct future strategies to improve interprofessional collaboration and education.
| S TUDY AIM
The study aims were twofold: (a) to explore how CNs experience the collaboration with the GP and the PHCT nurse in palliative home care and (b) to explore the perceived factors influencing this collaboration.
| ME THODS

| Design
A qualitative research design was adopted, using semi-structured interviews. The study was conducted according to the COREQ: consolidated criteria for reporting qualitative research (See COREQ checklist in Appendix S1) (Tong, Sainsbury, & Craig, 2007) .
| Setting and participants
In the palliative home care setting, the daily interactions between CNs, GPs and PHCT nurses vary in frequency and type and are defined by the respective responsibilities, for example, doctors provide CNs with prescriptions, a written report is available at the patient's house, and PHCT nurses have phone call interactions with GPs and CNs for reporting and discussing. Meetings can be scheduled when needed.
Participants were recruited through the regional palliative care networks in Flanders. Four networks in different areas were purposefully selected on a geographical basis. The PHCT in each selected network was contacted and, after informed consent, asked to cooperate.
Nurses of the PHCT subsequently selected all CNs with whom they had recently collaborated (shortly after the palliative patient's death).
Of the group CNs that were informed and willing to participate, the researchers selected five per network, paying attention to the diversity of gender, age, years of experience and type of employment. Additional sampling was scheduled if data saturation was not reached after the analysis.
| Data collection
Twenty semi-structured one-to-one interviews were conducted by the authors FM and ADG, and were approximately one hour in length. 
| Ethical considerations
Ethical approval was obtained (ethical approval number B670201317239).
Participants were provided with oral and written information explaining the objectives of the study. Written informed consent was requested. The information emphasised the preservation of the confidentiality, voluntary participation and the opportunity to opt out at any time. Participants were interviewed at a location of their choice. Interview transcripts were provided with a number.
| Data analysis
A constant comparative method was used to analyse data (Fram, 2013; Hewitt-Taylor, 2001) . Transcripts were read and re-read, so the researchers could familiarise themselves with the data. To validate the analysis process, FM and ADG independently coded seven interviews. Subsequently, the codes were discussed and compared for similarities and differences, hereby constructing an initial coding frame. This coding frame was adapted after each discussion. The remaining 13 interviews were coded by FM. All codes were again compared with regard to their similarities and differences, and categories and subcategories were created. An inductive and iterative approach was used during the analysis process, hereby comparing interviews and codings. Author group discussions (FM, ADG, PP and MDV) were held to identify concepts and to discuss the relationships between the concepts using visual representations. Finally, a researcher familiar with qualitative research (AVH) but not previously involved in the researcher triangulation process read two interviews and the analysis text to verify and enhance trustworthiness. NVivo 10 software was used to support data analysis.
| Rigour
This study is part of the principal author's PhD project. All but one of the other authors work within academia, previously gained their PhD and were familiar with qualitative research methods. Lincoln and Guba's criteria (i.e., credibility, transferability, confirmability and dependability) were used to assure the trustworthiness and rigour of the qualitative data (Lincoln & Guba, 1985) . Peer review of the interview style was performed to ensure data credibility. Interview records, transcripts and analysis documents were meticulously maintained. As three of the authors have experience in the delivery of primary palliative care, we continuously reflected upon the interview and analysis process to ensure the analysis was a true reflection of the data. By introspection and mutual collaboration, reflexivity aspects were thus considered.
Independent initial coding was compared and discussed to enhance reliability. Researcher triangulation was used at all stages of the review process to enhance data credibility, dependability and confirmability.
| RE SULTS
| Participants
Twenty CNs were interviewed. As the last interview did not reveal new themes, researchers did not perform additional interviews. Out of 20 participants, 16 were female. Their mean age was 46 years (range 35-57 years), and their professional experience in community nursing ranged from 5 months to 35 years. Four CNs worked solo, and 16 worked in monodisciplinary group practices (five were employees).
Sample characteristics are shown in Table 1 .
Results are presented according to the research aims. In addition, the different concepts with respect to the interprofessional collaboration are described. The following results are illustrated with quotes from participants. Each quote is identified with participant number, gender and age.
| Experiences of collaboration
Within the triad of collaborating healthcare providers, the experiences of CNs were diverse with regard to interprofessional contact.
In addition to the written observations and messages in the patient's file at their home, most CNs had ad hoc telephone contact on a oneto-one basis with both the GP and the PHCT nurse to update each other on the patient's situation. For some CNs, meeting other involved healthcare providers occurred in an unplanned manner, and formal interprofessional team meetings rarely took place. However, for others, interprofessional team meetings were common practice and were perceived as a necessity to streamline patient care. 
| Factors influencing collaboration
Collaboration with the GP and the PHCT nurse was perceived to be influenced by specific factors (Figure 1 ). Approachability and knowing each other positively influenced the collaboration. Factors that put the collaboration with the GP under stress included time constraints, the GPs' lack of expertise, their communication style, the perception of hierarchy and income dependency. These factors also determined the involvement of the PHCT nurses in the collaboration process. The coping strategies of CNs balanced between a behaviour focused to the patient and to the professional relationship. For example, some CNs would not hesitate to initiate a discussion on collaborative problems with the GP, as their "primum movens" was the dedication to optimal patient care; however, others did not dare to question the GP's acts as they did not want to harm the professional relationship. In contrast, CNs felt more comfortable expressing themselves to PHCT nurses as they were regarded as equals. 
| Approachability
| Time constraints
The collaboration between the CN and GP was put under stress when the nurse could not rely on the GP to deliberate on the treatment decision due to time constraints. When the GP was not able to be reached or had restricted the CN's phone calls, the CN turned to the PHCT nurse for advice. On the one hand, they were worried about keeping the patient waiting in discomfort, but on the other hand, they did not want to take decisions on their own. In contrast to the GP, the PHCT nurse was always perceived as willing to listen and responding immediately. 
| GPs expertise
Collaboration with the GP was also negatively influenced when he was perceived to be less experienced in palliative care. Accordingly, when the GP and CNs judged the patient's situation differently, tensions occurred when CNs did not feel that their concerns were being recognised (for example, the anticipation of possible urgent complications). Hence to prepare for potential emergencies, the PHCT nurse was asked for additional information as she was regarded as an expert in the field. 
| Hierarchy
The GP was regarded as the professional who was ultimately responsible. Depending on the GP's style, hierarchy was perceived to be an influencing factor in the collaboration. 
| Income dependency
In addition to hierarchy, income dependency was also perceived to be an influencing factor in interprofessional collaboration, in particular by self-employed CNs. They indicated that they did not wish to risk disrupting the interprofessional relationship with GPs, as their income depended on the GPs' patient referral. As such, they re- 
| D ISCUSS I ON
This study aimed to provide insight into the experiences of CNs with regard to interprofessional collaboration during palliative home care, within the CN-GP-PHCT nurse triad. Furthermore, it also aimed to explore the perceived factors that influenced this collaboration. To the best of the author's knowledge, this is the first study to describe the dynamics within the CN-GP-PHCT nurse triad, through the eyes of the CNs.
Within the aforementioned triad, all respondents were members of an ad hoc team that changed composition for every new palliative patient. These team changes are referred to as team membership fluidity (Bedwell, Ramsay, & Salas, 2012; Tannenbaum, Mathieu, Salas, & Cohen, 2012) . As such, participants provided care according to the needs of the patient and within a temporary team. Moreover, some aspects of the GP-CN relationship (for example, when the GP was perceived to not be open to discussing treatment options) influenced the position of the PHCT nurse (for example as a mediator) within the triad.
In answer to how CNs experience the collaboration with the GP and the PHCT nurse, good aspects of the collaboration arose when healthcare professionals were contactable, when asking questions was possible, when there was sufficient opportunity to discuss the patient's case and when CNs were involved in the deliberation processes. These results are aligned with research results which showed that repeated opportunity for effective, frequent and reciprocal informal communication was the most important tangible element of interprofessional collaboration (Morgan, Pullon, & McKinlay, 2015) .
Furthermore, participants reported that meetings with other care providers were unplanned and that formal team meetings were not common practice. Literature described ad hoc interactions to be positive and effective for the informational continuity of patient care (O'Reilly et al., 2017) . Nevertheless, prior research also stressed the importance of regular formal team meetings for effective team working (Xyrichis & Lowton, 2008) .
This study showed that collaboration with PHCT nurses was particularly highly valued and that most CNs reported often relying on their expertise. These findings support those from previous studies where CNs emphasised the benefits of teamwork and appreciated specialised palliative care nurses as a source of advice (Goldschmidt et al., 2005; Offen, 2015; Tomison & McDowell, 2011) . In contrast, other studies found PHCT nurses to be regarded as having a higher hierarchy. This led to CNs fearing that they would be edged out of their established role and thus leading to a defensive response (Burt et al., 2008; King, Melvin, Ashby, & Firth, 2010; Offen, 2015) ; however, this was not confirmed in this study.
In answer to the perceived factors influencing the collaboration, several notable factors influenced the collaboration with the GP and put stress on interprofessional collaboration. First, hierarchy and income dependency negatively influenced collaboration with GPs. To deal with the GPs' hierarchical style and safeguard future patient referrals, respondents stated that they used a cautious approach so as to not harm the interprofessional relationship. Conversely, PHCT nurses were regarded as equals. Other research results showed that a hierarchical culture impacts on effective team functioning (Hall, 2005; McInnes, Peters, Bonney, & Halcomb, 2015; O'Reilly et al., 2017; Youngwerth & Twaddle, 2011 was to be avoided at all costs. The relationship between doctors and nurses was hierarchical, with doctors being superior to nurses, and the nurse had to make her recommendation appear to be initiated by the physician (Stein, 1967) . Price, Doucet, and Hall (2014) reported that the historical social positioning of nursing and medicine still influences interprofessional collaboration, despite the fact that the nurse-physician relationship has positively evolved. This is confirmed by the results of this study. Moreover, it is striking that the dynamics described by Stein in 1967 still exist today, as CNs in this study still found it necessary to use this communication strategy towards GPs, even at the expense of the patient's comfort. In contrast, all study respondents experienced communication with PHCT
nurses to be open. In addition to relying on PHCT nurses for their expertise when the GP was not available or was perceived to be less experienced, CNs also reported that they acted as important mediators when disagreements with the GP arose. As such, the PHCT nurse was relied upon as a coalition partner. Therefore, this study shows that CNs are dedicated to providing quality patient care; however, they often feel hindered to act accordingly for fear of harming the relationship with GPs. Leever et al. (2010) investigated the ways hospital nurses and physicians cope with frictions. Strategies to overcome these frictions included discussing it with a person other than the one concerned (namely another physician or a staff nurse). Similarly, the results from this study revealed the significance of PHCT nurses in cases of CN-GP disagreements, not only as someone to discuss the situation with but also to lean on as a mediator.
This study highlights the adaptability of CNs within the GP-CN-PHCT nurse triad. The first aspect of this adaptability is related to the temporary team structure, to be considered a fluid team.
Today, teams operate in a rapidly changing, dynamic and complex environment. They change and adapt more frequently and operate with looser boundaries than in the past (Tannenbaum et al., 2012) .
Therefore, professionals adapt to the fact that clinical teams are constituted on an ad hoc basis. Contemporary clinical teamwork then inhabits a place between established routines and improvisation under uncertain conditions (Bleakley, 2013) . The second aspect of this adaptability is related to the behavioural style of CNs which, depending on the workplace context and attitude of the GPs, ranges from a more professional relationship-focused style to a more patient-focused approach. This is aligned with the results of a previous study which used PHCT nurses as the target study population (Pype et al., 2014) . 
| LI M ITATI O N S
It is acknowledged that none of the participants worked in multidisciplinary practices, which therefore influences the generalisability of the results. Furthermore, the Belgian healthcare context and its regulations regarding remuneration may be a limitation. However, we expect our findings to be transferable to CNs in other countries, as the Belgian context is exemplary. It hereby transcends the domestic practice due to similarities to healthcare systems within other developed countries.
| CON CLUS ION
This study demonstrated the adaptability of CNs during interprofessional collaboration in palliative home care. However, the dynamics described in the doctor-nurse game 50 years ago are still present today and affect the interprofessional communication.
Early interprofessional socialisation can ensure that professionals understand their roles in relation to each other. Recognising one's own role and those of other professionals, interprofessional communication and effective team development are core competencies described by the Interprofessional Education Collaborative (Collaborative, 2016) . Interprofessional education (IPE) interventions that enable health professionals to learn about, from and with one another may improve collaborations and healthcare outcomes (Reeves, Pelone, Harrison, Goldman, & Zwarenstein, 2017; Reeves, Perrier, Goldman, Freeth, & Zwarenstein, 2013) . Further research on interventions that aim to improve interprofessional communication in daily practice is recommended. In addition, these study results confirm the need for further IPE development in the curriculum of healthcare professionals with team fluidity being taken into account.
| RELE VAN CE TO CLINI C AL PR AC TI CE
The study findings shed light on the dynamics between the collaborating ad hoc team members and uncovered critical knowledge gaps in interprofessional collaboration in palliative home care.
These insights are relevant for, and relate to, two essential aspects of clinical nursing practice. First, poor interprofessional collaboration is associated with moral distress (Lamiani, Borghi, & Argentero, 2017) ; conversely, positive interprofessional collaboration may enhance nurses' professional well-being (Kaiser, Patras, & Martinussen, 2018) . Therefore, insights into collaborative experiences are very relevant. A second aspect, being crucial for nurses' lifelong learning, is workplace learning as an important side effect of interprofessional collaboration (Mertens et al., 2018) .
